Although not common, acute leg ischemia is an important element in the clinical presentation of a patient with aortic dissection. This report describes a case ofaortic dissection in which the mainfeature at presentation was acute right leg ischemia. The angiography showed right common iliac artery and external iliac artery occlusion. Diagnosis was made by clinical evaluation and angiography. Embolectomy was then attempted immediately butfailed. Aortic dissection was highly suspected and confirmed by emergency computed tomography. Fortunately, the patient had good recovery'. Aortic dissection is potentially lethal ifmisdiagnosed or if recognition is delayed. As such, aortic dissection should be considered in the differential diagnosis.
INTRODUCTION
Aortic dissection is the most common and most lethal catastrophe involving the human aorta. Lower extremity ischemia as one of the presenting manifestations of aortic dissection is seen in up to 26 percent of patients [1] , but isolated ischemia of the lower extremity due to aortic dissection is rare and is described in only a few reports [2] [3] [4] [5] . We present one case of aortic dissection with the main feature of acute leg ischemia.
CASE REPORT
A 42-year-old male with a history of hypertension without regular treatment presented with acute onset of numbness, pain, and weakness in the right leg. His physical examination at the emergency room revealed an ill-looking appearance with clear consciousness. The vital signs showed blood pressure 148/76 mmHg, pulse rate 92/min over the right arm, respiratory rate 18/min, and temperature 36°C. No jugular venous engorgement was observed. Auscultation of the chest was clear without heart murmur. The abdomen was soft, flat, with normoactive bowel sounds and no palpable mass lesion. The right lower extremity was white, cold, pulseless, with numbness, pain and weakness. The other extremities were within normal limits. The electrocardiogram showed normal sinus rhythm with no acute change. An X-ray film of the chest showed only mild cardiomegaly without obvious widening of the mediastinum. angiography. This was interpreted as showing thrombus within the right common iliac artery and external iliac artery. The significance of a lucent lesion in the left common iliac artery was not appreciated (Figure 1 ). The diagnosis was made and embolectomy was attempted immediately. During embolectomy, the Fogarty catheter could not be advanced more than 15 cm proximal to the incision over the right superficial femoral artery. No clot was retrieved and the procedure was abandoned. Dissection of aorta was highly suspected and emergency chest and abdominal computed tomography (CT)b were performed. The CT showed aortic dissection from distal arch extension to the abdominal aorta ( Figure 2 ). The diagnosis of aortic dissection associated with right common iliac artery and external iliac artery occlusion was confirmed. Dissection of aorta was treated by controlling blood pressure and the patient had good recovery.
DISCUSSION
Acute limb ischemia is a true emergency requiring immediate therapy to salvage the limb. This case presented clinically with right lower extremity ischemia, but no chest, back, or abdominal discomfort. Clinical symptoms and angiography indicated lower extremity ischemia. Emergency embolectomy was then performed. During the procedure aortic dissection was suspected and documented by chest and abdominal CT. This incidence occurred about 5 to 15 percent of patients with isolated ischemia of the lower extremities due to aortic dissection [5, 6] .
Review of the angiography showed that radiological lucent lesions were seen in the right common iliac artery, right external iliac artery, right internal iliac artery and the left common iliac artery. Right common iliac artery, right external iliac artery, right internal iliac artery and the left common iliac artery occlusion were suspected. Occlusion of branches of the main vessels may be a clue of aortic dissection. When the findings in the iliac vessels explain the clinical situation, the rest of the films may not be examined carefully, as was the case for our patient. Unless aortic dissection is considered in the differential diagnosis the subtle radiological clue presented in the angiography may be missed.
Aortic dissection is a catastrophic illness with protean manifestation. The prognosis of untreated aortic dissection is dismal, with 25 percent mortality within 24 hours, 50 percent within 1 week, 75 percent within 1 month, and 90 percent within 1 year [7] . There are various tools to help physicians diagnose this disease. Aortography remains the most definitive tool for confirming the diagnosis of aortic dissection [8] . Transthoracic echocardiography (TTE) is limited in its ability to examine the descending thoracic aorta. The sensitivity and specificity of T.TE for diagnosis of aortic dissection ranges from 77 to 80 percent, and 93 to 96 percent, respectively [9, 10] . Erbel et al. [11] evaluated the usefulness of transesophageal echocardiography (TEE) in assessment of aortic dissection. The sensitivity and specificity of TEE were 99 percent and 98 percent, respectively. CT may also be utilized in the diagnosis of aortic dissection [12] . The full extent of the dissection is likely to be underestimated since even by scanning at multiple levels it is unlikely that extension into the iliac vessels will be demonstrated. If there are any suspicions of aortic dissection, these methods should be considered and may be useful.
In conclusion, aortic dissection presented by lower extremity ischemia is not common but maybe cured with prompt recognition and treatment. Given the high morbidity and mortality after delayed recognition or misdiagnosis, aortic dissection should be considered in the differential diagnosis of a patient presenting with nontraumatic acute ischemia of a lower extremity, even when there is no history of chest pain.
